Anger attacks are characterized by sudden spells of anger, associated with a surge of autonomic arousal, which includes such symptoms as tachycardia, sweating, flushing, and a feeling of being out of control. Anger attacks may occur either spontaneously or in response to a provocation, and should be experienced by the subjects as uncharacteristic of themselves and inappropriate to the situation in which they occur.\[[@ref1]\]

Anger attacks have been mostly studied in depression; the depressive subgroup with anger attacks appears to be distinct in terms of clinical correlates, personality features, and biological characteristics.\[[@ref1]--[@ref5]\] Anger attacks have also been studied in other disorders like anxiety, eating disorder,\[[@ref6][@ref7]\] and obsessive compulsive disorder (OCD). Whiteside and Abramowitz\[[@ref8]\] reported the association between OCD symptoms and anger in 131 undergraduates. The study sample was divided into two groups based on self-reported OC symptoms and they were compared for their tendency to suppress anger inward, express anger outward, and control their anger. Compared to subjects with low OC symptoms, the subjects with OC symptoms were found to experience more anger, have a tendency to suppress it inwardly, and report more difficulty in controlling their anger. However, on further analysis it was found that the difference between the two groups was attributable to depressive symptoms. In another study, Whiteside and Abramowitz\[[@ref9]\] compared 71 OCD patients with 71 college students and reported the OCD patients to have increased levels of anger. However, the differences between the groups disappeared when depressive symptoms were covaried out of the analyses. They concluded that anger in OCD might result from comorbid depression or symptoms of general distress. In a recent study, Moscovitch *et al*.\[[@ref10]\] studied anger in four anxiety disorders (panic disorder, obsessive compulsive disorder, social phobia, and specific phobia) in 112 subjects, of which 30 had OCD. They found that compared to the controls the patients with panic disorder, OCD, and social phobia experienced more anger, the anger in OCD patients being less than in panic disorder subjects and there being no group difference for anger when depression was controlled for.

There are no studies on anger in OCD from India and other developing countries. Hence we tried to assess the prevalence and clinical correlates of anger attacks in OCD, including the quality of life and aggressive behavior toward family members and others.

MATERIALS AND METHODS {#sec1-1}
=====================

Setting {#sec2-1}
-------

The study was carried out at the postgraduate institute of medical education and research (PGIMER), Chandigarh. PGIMER is a multispecialty tertiary-care teaching hospital providing services to a major area of North India.

Design {#sec2-2}
------

Cross-sectional assessment.

Sample {#sec2-3}
------

All new patients aged 20-60 years, who attended outpatient clinic of the Department of Psychiatry, PGIMER, Chandigarh (India), during the period 1 April 2003 to 30 June 2003 were assessed. Patients with diagnosis of OCD as per ICD-10\[[@ref11]\] were approached for participation in the study. Subjects with comorbid psychotic illness, substance use (except nicotine), and organic brain syndromes were excluded.

Definition of anger attacks {#sec2-4}
---------------------------

In this study, AA were considered to be present when a subject had at least one anger attack in a month with at least four psychological, behavioral, and autonomic symptoms of anxiety. This was done in line with the previous studies\[[@ref1]\] and DSM-IV\[[@ref12]\] diagnostic guidelines for panic disorder, as an attempt to conceptualize AA as a discrete syndrome rather than a symptom.

Instruments {#sec2-5}
-----------

The following instruments, as required, were used:

### Sociodemographic profile sheet {#sec3-1}

Developed for this study, it recorded the relevant sociodemographic data on age, gender, education, marital status, and locality.

### Clinical profile sheet {#sec3-2}

Developed for this study, it recorded information on duration of illness, duration of treatment, family history of psychiatric disorders, number and frequency of aggressive acts in the last 1 month (threatening to leave, refusal to talk or sulking, yelling, stamping out or slamming the door, breaking and throwing objects - not at a person, throwing objects at a person, threatening to physically hurt, trying to physically hurt), and direction of aggressive acts (toward spouse, parents, children, other relatives, friends, colleagues, others) and assessment for presence or absence of panic attacks.

### Anger attack questionnaire\[[@ref1]\] {#sec3-3}

A self-rated instrument designed to assess the presence/absence of "anger attacks" (at least one anger attack in the last month comprising a minimum of 4 out of 13 listed autonomic, behavioral, and psychic symptoms). The first item has four possible responses. The remaining items record the presence/absence of 13 symptoms in Yes/No response. This is the most commonly used scale for studying anger attacks.\[[@ref1]--[@ref5]\] The questionnaire was translated into Hindi language, following the standard protocol of translation and back translation.

### Irritability, depression, and anxiety scale\[[@ref13]\] {#sec3-4}

A self-rated scale for assessment of irritability in clinical situations it has 18 items -- 8 items for irritability and 5 each for depression and anxiety (considering the significant relationship between these three moods). Of the eight items for irritability, four each relate to outwardly and inwardly directed irritability. Each item has four possible responses. The correlations of irritability, depression, and anxiety subscales with other scales (of the respective type) are all highly significant and satisfy the requirements for concurrent validity.\[[@ref13]\] The scale was translated into Hindi language, following the standard protocol of translation and back translation.

### World health organization quality of life -- BREF, Hindi version\[[@ref14]\] {#sec3-5}

World health organization quality of life -- BREF (WHOQOL-BREF) is a self-administered shorter/26 item version of the full/100 item WHOQOL, the only QOL instrument developed in multiple languages including Hindi. It measures subjective evaluation of respondent\'s health and living conditions through four domains of physical health, psychological health, social relationship, and environment. The items are scored from 1 to 5 for a total score range of 26-130. The scale shows good discriminant and concurrent validity, and internal consistency and test\--retest reliability; the psychometric properties being comparable to those of the full version (WHOQOL-100).\[[@ref14][@ref15]\]

Procedure {#sec2-6}
---------

All new patients with a diagnosis of obsessive compulsive disorder as per ICD-10\[[@ref11]\] and fulfilling the inclusion and exclusion criteria were approached for participation in the study. After obtaining a written informed consent a qualified psychiatrist (either of the two authors -- NP, SG) assessed them using the socio-demographic and clinical profile sheets and then asked them to fill the anger attack questionnaire (AAQ), irritability, depression, and anxiety (IDA), and WHOQOL-BREF. For subjects not able to read or write Hindi language the scale items were read out and the responses recorded. The average time taken was 40-60 minutes, on the higher side for the subjects who could not read or write Hindi.

Ethical considerations {#sec2-7}
----------------------

The Research Ethics Committee of the Department had cleared the study. All the subjects were recruited on the basis of a written informed consent assuring confidentiality and freedom of choice of participation.

Statistical analysis {#sec2-8}
--------------------

On the basis of AAQ the whole sample was divided into two groups: those with anger attacks and those without anger attacks. The two groups were compared on socio-clinical and psychological variables using nonparametric (chi-square, Mann-Whitney U) and parametric (unpaired t) tests. Correlation analysis (Pearson\'s coefficient, and Spearman "rho") was carried out to assess the relationship between frequency of anger attacks and various socio-clinical and psychological parameters in the anger attack group.

RESULTS {#sec1-3}
=======

Prevalence of anger attacks {#sec2-9}
---------------------------

The sample consisted of 42 consecutive subjects with obsessive compulsive disorder, out of which 21 (50%) each were with and without AA.

Sociodemographic profile {#sec2-10}
------------------------

In both the groups the mean age was around 30 years and majority of the subjects were unemployed and educated beyond matriculation. Even though the with-AA group had predominance of females and unmarried subjects and somewhat higher income, none of the differences was significant \[[Table 1](#T1){ref-type="table"}\].

###### 

Comparison of subjects with and without anger attacks across sociodemographic profile, clinical profile, depression, anxiety, and irritability scale

![](IPJ-20-115-g001)

Clinical characteristics {#sec2-11}
------------------------

The two groups were similar for the durations of illness, treatment, and family history. However, subjects with AA had significantly higher prevalence of panic attacks and comorbid depression and on IDA showed significantly higher irritability -- in both outward and inward domains \[[Table 1](#T1){ref-type="table"}\].

Direction of aggressive behavior, aggressive acts, and QOL {#sec2-12}
----------------------------------------------------------

Significantly more subjects with AA exhibited aggressive acts toward spouse and parents (*P*\<0.001), toward children and other relatives (*P*\<0.05); in the form of yelling and threatening to hurt (*P*\<0.001), trying to hurt (*P*\<0.01), and threatening to leave (*P*\<0.05). However, the two groups did not differ significantly in terms of QOL, except for the psychological domain being worse in the subjects with AA \[[Table 2](#T2){ref-type="table"}\].

###### 

Comparison of direction of aggressive behavior, aggressive acts, and quality of life between OCD with and without anger attacks between OCD with and without anger attacks

![](IPJ-20-115-g002)

Correlation analysis {#sec2-13}
--------------------

In the AA group, the frequency of AA had significant positive correlation with the presence of comorbid depression.

DISCUSSION {#sec1-4}
==========

The data on AA in diagnoses other than depression are sparse, especially from the eastern cultures. Our study, an attempt to fill this void, shows that in subjects with OCD 50% have AA and the OCD subjects with AA have more comorbid depression, have significantly higher irritability (both inward and outward), exhibit more aggressive acts toward their spouse, parents, children, and other relatives (i.e., toward their immediate and extended family) and have poorer QOL in psychological domain. Further, although there was no significant difference between the subjects with AA and without AA on the depression domain of IDA, the subjects with AA had higher severity of depression. The frequency of AA has positive correlation with the presence of syndromal comorbid depression but not with demographic, clinical, and psychological variables studied.

Lack of difference between the two groups (those with AA and those without AA) on the sociodemo-graphic profile and duration of illness suggests that AA in OCD is probably not associated with these variables. Higher prevalence of AA in subjects with higher prevalence of panic attacks support the hypothesis by Fava *et al*.\[[@ref2]\] of a close association of anger and anxiety in the "fight\--flight" reaction occurring due to autonomic arousal. On the IDA scale, a significantly higher score on irritability (both inward and outward) in patients with AA further indicates the relationship between anger and irritability. Our findings also suggest that subjects with AA exhibit higher number of aggressive acts toward their family members and probably lead to an increase in burden on the family. However, our findings of a significant difference between the two groups only in the psychological domain and not in other domains suggest that AA have a significant impact on the sufferer\'s own mental state and lead to subjective distress, but do not influence other domains. One may hypothesize that the occurrence of AA against the family members (who tend to be the main support system for the patient) leads to the development of guilt and distress in the individual for manifesting such "negative" phenomena with the "supportive" family member(s), hence a poorer QOL at the psychological level.

Previous studies\[[@ref8][@ref9]\] have shown that anger in OCD is attributable to depression. In our study, subjects of OCD with AA had higher frequency of the presence of syndromal depression (30%); but comparable severity of depression (as per scores on IDA). Hence, mere presence of depressive symptoms is not sufficient, but severity of depression (as indicated by the presence of comorbid major depression) is more relevant to the manifestation of AA in patients with OCD. Also, our finding of the presence of AA in subjects with OCD without comorbid depression suggests that various other factors (e.g., personality variables) may be modulating the manifestation of anger and anxiety, but it is the presence of depression which tends to fuel the AA. Hence, in persons predisposed to manifesting irritability and anger, development of a depressive illness leads onto more frequent manifestation of AA.

Because the patients of OCD with AA are more likely to present with greater psychological morbidity, there is a need to assess/identify the presence of AA in OCD patients, and, additionally focus the treatment on reducing/managing the comorbid depression so as to reduce the additional distress.

The generalizability of our results is restricted by the limitations of our study in the form of small sample size, lack of measurements for phenomenology, and severity of OCD, and lack of use of additional instruments for measuring depression (e.g., HDRS, MADRS, BDI). Future studies need to evaluate AA in OCD in larger samples, examine further the relationship of AA with OCD with/without depression, and also examine the influence of treatment on the same.
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